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Pulp Polyp Associated with a Natal Tooth: Case Report
Rodney J Vergotine * / Brian Hodgson ** / Lance Lambert ***
Natal teeth are an infrequent occurrence at birth. Often these teeth are extracted because they are very
mobile and pose a risk of aspiration. This is a rare case in which a natal tooth was extracted by the pediatrician with his fingers. A root fragment remained and out of this developed a large pulp polyp. This relationship has not been previously reported.
J Clin Pediatr Dent 34(2): 161–164, 2009
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INTRODUCTION
he response of the dental pulp to exposure to the oral
environment can vary greatly. Pulp polyps, also
called hyperplastic pulpitis, is an uncommon
response to trauma that exposes the pulp to the oral environment.1-6
There are no reported studies of a pulp polyp developing
from a root fragment alone. Reported studies involving
trauma all involved complicated crown/root fractures or artificially induced trauma in lab animals.4, 7
Natal teeth are rare in humans and a prevalence of
1:3,392 live births has been reported in the literature.8 The
most commonly affected teeth are the mandibular central
incisors and the majority of these teeth represent the early
eruption of the normal primary dentition.9 The most common complications associated with natal teeth includes discomfort during suckling, aspiration of teeth, injury to the
mother’s breasts and sublingual ulceration (Riga-Fede
disease).10 Extraction of the natal tooth is indicated if it is
excessively mobile, significantly interferes with feeding or
is a supernumerary tooth.8, 11 Riga-Fede disease is not
normally an indication for extraction of the natal tooth.10, 12
A few isolated case reports have linked natal teeth to
pathological gingival growths such as pyogenic granuloma,13
peripheral ossifying fibroma14 and reactive fibrous
hyperplasia.15

Case Report
A 4-month-old Hispanic female presented to the pediatric
dentistry emergency clinic with her mother. The chief complaint was difficulty in feeding and a growth in the mouth on
the lower jaw. History reveals a healthy infant the product of
a normal, uncomplicated full-term pregnancy. Dental history
reveals that she was born with 2 natal teeth, the mandibular
left and right primary central incisors (#O, #P).
Tooth #O was extremely mobile, and extracted at 1
month of age by the pediatrician using his fingers. The
mother noted the patient developed the oral growth at about
3 month of age. The patient now presents with an exophytic
growth about 1cm in width by 5mm in height. The lesion
was pedunculated, situated next to natal tooth #P on the
alveolar ridge, pink in color, stippled surface and blanched
easily with light pressure
It appeared that the lesion was growing out of the socket
of natal tooth #O (Figure 1). On radiographic examination of
the area, what appears to be a root fragment could be visualized in the socket of natal tooth #O (Figure 2). A differential
diagnosis included pulp polyp, congenital epulis, pyogenic
granuloma and peripeheral ossifying fibroma. Due the
extent of the lesion, age of the patient, increasing difficulty
in feeding and potential difficulty in removing the root fragment it was decided to perform an excisional biopsy under
general anesthesia.
The lesion was excised and the root fragment removed.
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Figure 1. Picture of lesion intra-orally
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The socket and incision area were closed with 3 chromic gut
sutures (Figure 3).
At the 2 month follow-up visit the area had healed completely (Figure 4). A radiograph of the area noted no pathology but did indicate that the extracted natal tooth #O was the
actual deciduous tooth (Figure 5). Also noted on this radiograph is the development of permanent tooth #25 but no
obvious sign of development of permanent tooth #24.

These findings were discussed with the parent and expectations regarding growth and development were addressed.
A radiograph of the area is planned at the six month recall
visit to assess the development of permanent tooth #24.
Histological examination of the lesion revealed a
polypoid piece of fibrovascular granulation tissue with
prominent dilated vascular channels in the center, and
exhibiting mild chronic inflammation (Figure 6). The lesion

Figure 2. Initial radiograph

Figure 3. After surgical procedure picture

Figure 4. Post-operative picture

Figure 5. Post-operative radiograph

Figure 6. Prominent dilated vascular channels in center of lesion

Figure 7. Stratisfied Squamous Epithelium surfacing lesion
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was surfaced by a layer of stratified squamous epithelium
with a normal maturation pattern (Figure 7). A diagnosis of
pulp polyp was rendered.

DISCUSSION
This case report suggests that the extraction of a natal tooth
and the subsequent remaining root fragment initiated the
development of a pulp polyp. This type of relationship has
not been previously reported. History of this case indicated
that two months after the natal tooth was removed the infant
presented with a gingival growth in the area of the removed
tooth. This delayed presentation of a pulp polyp after traumatic injury to the tooth is consistent with the initiation and
progression of this type of lesion.3
The differential diagnosis of this lesion should include
pyogenic granuloma,13,16 peripheral ossifying fibroma,7,14,17,18
reactive fibrous hyperplasia,15,19,20 peripheral odontogenic
fibroma,21 gingival fibrous hamartoma22 and pulp polyp.3, 4
Table 1 presents four of the abovementioned lesions in
comparison to the patient in this case report. This comparison indicates how these four lesions (pyogenic granuloma,
peripheral ossifying fibroma, reactive fibrous hyperplasia
and pulp polyp) are very similar and that diagnosis for this
case was dependant on the histo-pathological presentation,
clinical picture and reported history.
In this case the history indicates that natal tooth was very
mobile and was extracted as recommended by the literature.12,23 There was no radiographic exposure made before
extraction of the tooth thus the extent of root development
was unknown. Referral to a pediatric dentist for consultation, radiographic exposure of area and removal of the tooth
may have prevented the retention of a root fragment that led
to the development of the pulp polyp. Curettage of the
socket after extraction has been recommended by some
authors to prevent the continued development of tooth-like
structures after extraction of a natal tooth.9 It is our opinion
that a post-extraction radiograph should be taken before
curettage of the socket area to ascertain any possible remaining fragments. The formation of a pulp polyp is an uncommon occurrence under most circumstances and the development of one in this case should be considered extremely rare.
CONCLUSIONS
1. The extraction of natal teeth may leave root fragments.
2. A pulp polyp may develop from remaining root fragments.
3. Radiographic exposure pre- and post-extraction of a
natal tooth will be useful to determine root development and complete removal of natal tooth.
4. Referral to a dentist, preferably a pediatric dentist, for
assessment and possible removal of natal teeth should
be promoted as standard of care.
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